Cystic Lesions in the neck have a long differential diagnosis. Thymic cysts are considered rare in the cervical region, whereas they are more common in the superior mediastinal region. They may become more important diagnosis especially in the younger age group. In this article we will consider two cases, one male and other female with similar features and both being diagnosed as having cervical thymic cysts.
INTRoDuCTIoN
Cervical thymic masses are congenital lesions that result from aberrant thymic migration during embryogenesis. Although most of these masses are asymptomatic, they may cause debilitating symptoms secondary to encroachment on adjacent aerodigestive structures. Preoperative diagnosis of ectopic thymic tissue is rare; most cases are clinically misinterpreted as branchial cleft remnants or cystic hygromas. Definitive diagnosis has been relied on histopathologic examination in nearly all reported cases. 1 Aberrant cervical solid and cystic thymic lesions have been reported in the literature and were identified at either surgery or autopsy. [2] [3] [4] Nearly, two thirds of all reported cases were identified in children younger than 10 years. 4 Ectopic thymic tissue in the neck is rare in patients older than 20 years. 5 Heise et al 6 reported IJHNS caSe report 1 Fellow, 2 Medical Officer, 3 Assistant Professor 4 Professor, 5, 6 cervical thymic cysts to be 0.3% of all congenital cervical cysts in children. We represent a series of two cases of cervical midline cystic masses, which on histopatholo gical examination were diagnosed as cervical thymic cysts.
CASe RePoRTS

Case 1
Patient is 21 years male, complaining of a painless swelling in midline neck since birth. The swelling gradually and progressively increased. No complains of difficulty in swallowing, breathing or change of voice. On examination, single well defined nontender, noninflammed swelling, in suprasternal region, not moving on swallowing or deg lutition, firm in consistency, no cough impulse or pulsations, immobile, nonreducible, noncompressible ( Fig. 1 ).
INVeSTIGATIoNS
• Fine needle aspiration cytology: Benign cystic lesion • Ultrasonography of neck: cystic lesion in suprasternal region, 4 × 3 cm, both thyroid lobes normal. • Computed tomography (CT) of neck: Well defined cystic peripheral enhancing lesion measuring 4.2 × 3.9 cm in midline, suprasternal region, lesion appears separate from surrounding structures, both lobes of thyroid gland and remaining structures in the neck are normal (Fig. 2) .
Case 2
A female patient, 21 years old, complained of single painless swel ling in midline neck since birth. Clinical examination and investigations were similar to the previous case, except the size, which was smaller (Fig. 3) . Computed tomography scan suggested single unilocular midline swelling slightly to right, measuring 3 × 3 cm with substernal extension, appears free from other structures (Fig. 4) .
After obtaining informed consent from patient and preanesthetic fitness, excision of the cyst was done under general anesthesia. Case 1 on operation showed midline swelling, in suprasternal region without any attachment to thyroid gland. Case 2 on operation showed swelling toward right, in suprasternal region, extending in the substernal region, with fibrous attachment to the thyroid gland. No major complications were encountered during and after the operation. Specimens were send for histopathological examination. Patients were discharged on 3rd postoperative day, followed-up on 7th day for removal of sutures. Repeat follow-up at 3 months showed no recurrence and adequate wound healing.
Histopathological report on both occasions showed squamous, nonkeratinized epithelium which was replaced by an inflammatory infiltrate containing nume rous cholesterol clefts. The presence of thymic tissue in the walls of the cyst along with the pathognomonic presence of Hassall's corpuscules identified the thymic origin of the cyst.
DISCuSSIoN
Thymus gland derives its origin from the third and, in some instances, the fourth pharyngeal pouch; it develops bilaterally early in fetal life and descends down the neck during the sixth to eighth week of gestational life, where the two primordia fuse to form the gland, which then reaches its definitive position in the mediastinum, behind the sternum. Clinically, in most cases, ectopic thymic tissue presents as a unilateral, asymptomatic neck mass, commonly in the left side of the neck. [7] [8] [9] [10] Thymus gland reaches its relative maximum size in children aged 2 to 4 years, attaining its final size at puberty when it weighs 30 to 40 gm. The gland then involutes and is replaced by fibro fatty tissue. The pathogenesis of the ectopic thymus has not been fully clarified yet. Several theories have been proposed, including the following:
• Complete or partial failure of the unilateral gland to migrate to its normal position. The presence of parathyroid gland in the mass supports the idea of nondescending tissue. 11, 12 Also, the fact that aberrant thymus is usually found in the normal pathway that the gland follows for its descent to the thorax is in favor of this theory.
• Sequestration of accessory cervical foci along the normal pathway of descent. In that case, there would be normal thymic tissue in the mediastinum, as most of it would have migrated. 13 
